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A rare case of primary gallbladder hydatid disease
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Case report 

A 32 year old female presented to surgical outpatient depart-
ment with complaint of right upper quadrant abdominal pain 
from past 2 months. Patient also had complaints of vomiting 
and itching all over the body. No other significant complaints 
like fever or chills were present. 

Routine investigations were planned which included com-
plete blood count, liver function test, serum bilirubin and urine 
routine microscopy. 

CBC revealed increased neutrophil counts suggesting to-
wards infective etiology. 

Liver function test depicted raised SGOT ,SGOT and ALP val-
ues (SGOT-225 U/L SGPT 349 U/L ALP-438 U/L). Total Serum bili-
rubin was 2.8 mg/dl and direct bilirubin was 1.8 mg/dl. 

Bile salts and bile pigments were found positive in urine ex-
amination.

Clinical picture of jaundice with right upper quadrant pain 
along with findings of blood and urine investigations pointed 
towards obstructive pathology related to biliary system. 

Patient was referred to radiology department for ultrasonog-
raphy of whole abdomen. 

Chest X-ray was found normal (Figure 1) and did not reveal 
any focal lesion. 

The USG report revealed that gall bladder was found dis-
tended with evidence of multiple tiny calculi of 6-8 mm in size 
at fundus of gall bladder with gall bladder wall appeared thick-
ened and oedematous. Rest of the organs were found normal 
and the diagnosis of acute calculus cholecystitis was made. 

Abstract

Hydatid disease is a parasitic infection caused by echinococcus, 
mainly echinococcus granulossus. The liver and lungs are the most 
common sites affected. Primary hydatid gall bladder disease (PHGB) is 
a rare condition; till now, only 11 cases of PHGB have been reported. 

A 32-year-old female presented with severe right upper quadrant 
abdominal pain from past two months. Routine blood investigations 
were done, which indicated obstructive jaundice. Imaging investiga-
tions like USG, MRI, and MRCP, revealed acute calculus cholecystitis 
along with PHGB. 

The patient underwent cholecystectomy, and the specimen was 
sent for histopathological examination, and it was proven to be chron-
ic cholecystitis with an Echinococcus granulossus infection of the gall 
bladder.

Due to its uncommon nature, we rarely consider PHGB as a differ-
ential diagnosis. Therefore, careful attention is required to make the 
diagnosis preoperatively, leading to the appropriate treatment.
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MRI of the abdomen and MRCP were performed and the 
liver was found mildly enlarged measuring approximately 17.5 
cm in the midclavicular line and revealed hepatic steatosis. No 
focal parenchymal lesion was seen in liver.

The gall bladder was distended and revealed multiple hyper-
intense calculi in the dependent portion of its fundus and mild 
circumferential wall thickening and edema changes, suggesting 
changes of acute calculus cholecystitis (Figure 2). There was evi-
dence of curvilinear membranous crumpled intensity within the 
gallbladder lumen and in the common bile duct on the T2Wt 
images (Figures 3 and 5). 

There was no intra or extrahepatic biliary radical dilatation 
on MRCP images. A small intraluminal calculus of approx. 5mm 
was seen in the middle 1/3rd of common bile duct located ap-
proximately 2.7 cm proximal to its biliary opening (Figure 4). 

Rest of the solid organs were found normal and no other sig-
nificant abnormality was found. 

There was no free fluid or enlarged lymph node in the abdo-
men or pelvis. The final impression was acute calculus cholecys-
titis with choledocholithiasis with? GB hydatid disease. Patient 
underwent cholecystectomy and the sample was sent for histo-
pathological examination. 

On the Histopathological examination sections showed 
variable amounts of predominantly mononuclear inflamma-
tory infiltrate predominantly consisting of T lymphocytes, some 
plasma cells, histiocytes and occasional eosinophils and hyper-
trophy of muscularis and variable degrees of mural fibrosis, 
elastosis, neural hyperplasia was noted. Abundance of ovoid 
shaped protoscolices containing hooklets, sucker and lamel-
lated membranous structures was seen which were very well 
suggestive of Echinococcus granulossus. 

Final impression of Chronic lympho-plasmacytic cholecystitis 
with Echinococcus Granulosus (Hydatid disease) was made.

Figure 2: A 32 year old female with Primary Gall bladder hydatid 
disease. T-2 weighted coronal sequence revealed hyperintense cal-
culi within the gall bladder lumen and surrounding inflammatory 
changes.

Figure 1: 32 year old female with right upper quadrant abdominal 
pain. Chest x ray did not reveal any focal lesion

Figure 3: A 32 year old female with Primary Gall bladder hydatid 
disease. T2 weighted coronal sequence showing curvilinear mem-
branaous crumpled intensity within the gallbladder lumen.

Figure 4: A 32 year old female with Primary Gall bladder hydatid 
disease. T2 weighted coronal sequence shows common bile duct 
stones along with inflammatory changes.

 Discussion

Etiology and demographics

Hydatid disease has been acknowledged as an important 
clinical entity since ancient times. The disease is a serious prob-
lem in India, where it is endemic and is found in all age groups, 
gall bladder hydatid disease is more common in adulthood. Hy-
datid disease is a parasitic infection caused by echinococcus, 
mainly echinococcus granulossus. The liver and lungs are the 
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Figure 5: A 32 year old female with Primary Gall bladder hydatid 
disease. 3D image of gall bladder showing curvilinear membranous 
crumpled intensities

most common sites affected. Primary hydatid gall bladder dis-
ease (PHGB) is a rare condition; till now, only 11 cases of PHGB 
have been reported.

The parasite is found in the small intestine of the definitive 
hosts like dogs and foxes and is transmitted to the intermediate 
hosts such as sheep and humans by ingestion of ova in feces. 
After ingestion, the embryonic form of the parasite passes to 
the liver via the portal vein. If it escapes trapping in the liver, 
most frequent location is the lung (second filter). If the embryos 
escape the liver and lung filters or by-pass them via lymphat-
ics, this results in hematogenous and lymphatic dissemination. 
Thereafter, the embryo can lodge in any part of the body and 
develop into the larval stage. 

Atypical locations reported for hydatid cyst include the 
spleen, kidney, peritoneum, retroperitoneum, pancreas, gall-
bladder, inguinal region, cerebral hemispheres, spinal cord, me-
diastinum, and seminal vesicle. 

Clinical and imaging findings

Hydatid disease in gall bladder usually remains asymptomat-
ic or may present with pain localized in right upper quadrant or 
rarely in epigastrium. Jaundice may occur by the compression 
of the common bile duct by hydatid cyst or after migration of 
daughter cyst in biliary tract. In our case patient presented with 
similar complaints of right upper quadrant pain and jaundice. 

Ultrasonography is first investigation performed when we 
suspect pathology related to gall bladder and biliary tree. Ultra-
sonography though useful in diagnosing gall bladder patholo-
gies like cholelithiasis, cholecystitis, gall bladder polyp and oth-
ers with high accuracy, is less sensitive for gall bladder hydatid 
disease. Ultrasonography may demonstrate floating membrane, 
and debris in gall bladder which are easily confused with sludge 
and can lead to false diagnosis. 

CT scan can detect gall bladder stones and its inflammatory, 
neoplastic and other complications like gall bladder perforation 
or bile duct pathologies but is not very useful in making accu-
rate diagnosis of gall bladder hydatid disease. 

MRI is the investigation of choice, It demonstrates floating 
membrane, debris and cystic contents (daughter cysts) and can 
reveal reactive inflammatory changes in the wall of gall blad-
der. As in this case, MRI abdomen with MRCP demonstrates the 
wavy undulating curvilinear membranous crumpled intensity 
within the gallbladder lumen and in the common bile duct, with 
no evidence of liver involvement.

Final confirmation is done by histopathological examination. 

Treatment and prognosis: Extra hepatic hydatid cyst has 
favourable outcome unless there is rupture of cystic contents 
which is complicated by peritonitis. Gall bladder hydatid is 
treated by open /laproscopic cholecystectomy as in this case. 

Teaching points: Primary GB hydatid is a relativelty rare 
disease and is often missed on clinical diagnosis. USG though 
sensitive in picking up pathologies like gall bladder stones and  
inflammation can only raise suspicion towards hydatid disease, 
but MRI and MRCP are investigation of choice and can demon-
strate either daughter cysts within GB or floating wavy undulat-
ing membrane within it along with feature of cholecystitis.

Confirmatory diagnosis of GB hydatid is made by histopatho-
logical examination. 

Final diagnosis: Hydatid of gall bladder with chronic inflam-
matory changes.
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